1o !

'MISSOURI DIVISION 'OF HEALTH — STANDARD CERTIFICATE OF DEATH - =§3-012944
DEPARTMENT OF PUBLIC HEALTH AND WELFAR
. Registration Digtrict No. _—BLPﬁmnry Registration District No. .,.9.&\.%__&09&1"!‘5 Ne. ._.ZA_Q_____ STATE FILE NuMBER

DO NOT WRITE AMEN E!E E__ oy .
ON THIS STUB AENDED
1. P1ACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. 1f institution: Residence before

Vs 300 a. COUNTY st. Francois a. STATE Hissouri b. COUNTY St- I l sdmisslon)

Rev. 4/59 b curg'r (If outside corporate limils, give TOWNSHIP only} Length of stay in 16 <. CITY Insids Limirs

OR
TowN  Bonms Terre k yrse TOWN Brantwood Yos B No O
¢. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTIONB o ne Tarre Rest Home Yesdd No [ . 8829 ‘Powell Aves Yes O Nofgp

TDATE AMENDED

3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day Yeaar
F

{Type of print) S iMH()m. m! —25 3 F 1 £DER 24 HR
IF UNDER 1 YEAR | |

5. SEX 6. COLOR OR RACE 7. Married X1 Nover Married [ [6. DATE OF BIRTH | 9. AGE (lest birthday}

Male White Widowed [] Divarced [J 8 10 ]883] 79 Momhsl Days | Hours Min.

10a. USUAL OCCUPATION {Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

"'H’h“é“fé %%’gfﬁ evon If retived) owm account Mustris Austria

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Unknown Simmons Unknown ' Katherine Simmons

15. WAS DECEASED EVER [N U.S. ARMED FORCES? 14_SACIAL SECLDITY MA 7. INFORMANT Address

{Yes, Noor unknown) ,(lf e, give war or dates of servi Mrﬂ Ed 1J Hodapp. abm

18. CAUSE OF DEATH {Enter only one cause per line S r INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: CINSET AND DEATH

IMMEDIATE CAUSE (a) Hypertensive and arterigasclerptic
heart dilsease. _ 77

DOCUMENT

Conditions, if any,- DUE TG (b)
which gave rise 1o .
shove cause (a),
stating the under-
lying cause last. DUE TO {c)
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not.relsted to the terminal PART 1. If deceased was faemala was

4 " disease condition given in PART | {a) there & pregnancy in fast 90 days.

r|:| Yes l 0O Ne l [3 Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
PERFORMED O o O
YES[O NOBM; -

20c, TIME OF "Hour  Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
. WHILE AT WORK farm, factory, street, office bidg., efc.)
~ NOT WHILE AT WORK [

21, | attended the deceo? fro,.._F,&b_._lZ_,_lQ_é&_ a_MﬂL_g_,_I%IB bast saw hin ek e on_M&L_g,_]Q-ég—

Death Orred -! 7 :m m_m on the date stated sbove, and to the best of my knowledge, from: the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

ree or Title) 22b. ADDRESS 2%c. DATE SIGNED
| ~226” SIGNATURE . {Deg M.D. Bonne Terre, Missourd 5/33 63

“{Srate}

USE BLACK INK
OR
TYPEWRITER RIBBON

Resurrection Cemetery St Louis Co., Moe

ADDRES! 25. ‘DATE RECD. BY LOCAL REG. |26, STRAR'S SIGNATY

JAY B, SMITH, Maplewood, Mo, Thav, 28 1963

(Licented Embalmar's Statemant on Reverse Side)

P ———
23b. DATIV 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, fown, or county)

23a. BURIAL, DN,
ﬁEMO {Specify)

24. FUMERAL DIRECTOR

ITEM NO.{ SHOULD READ

8Y AFFIDAVIT-OF




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose pname is re&orded on the reverse side of this certificate was embalmed by me,

or by - Student Embslmer No.

working under my personal supervision. g Z
Student. Signed M’Mo

Signature of Student’ Embalmer
Licensed Embalmer N %ﬁo 3
P. O. Address Afc&‘/"‘g / 7
Noie: The above MUST BE  SIGNED BY THE..LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply
with the abave constitutes grounds for revocation of license).

If embalmed by & STUDENT, he, also shall sign ;in his OWN handwriting. ,
If ‘this body is not emba1med fact should be $c stated above.’




